Background: Violence and other traumatic events, as well as psychiatric disorders are frequent in developing countries, but there are few population studies to show the actual impact of traumatic events in the psychiatric morbidity in low and middle-income countries (LMIC).
Introduction
There is a strong relationship between economic development and better health profiles of populations across different countries. The undergoing economic and social development in low-and middle-income countries (LMIC) has promoted changes in the patterns of health and disease, the so called epidemiological transition [1] , resulting in a significant reduction in general mortality, as well as infant mortality, an increase in life expectancy, and the displacement of infectious and communicable diseases as primary causes of morbidity and mortality. Non-communicable degenerative and/or chronic diseases, such as mental disorders, as well as external causes, such as violence and injuries, are now becoming more prominent in LMIC.
In Brazil, important demographic shifts have occurred in the second half of the twentieth century. The country's population increased from 52 million in 1950 to 170 million in 2000. During the same period, Brazil changed from a predominantly rural to a predominantly urban society, with the proportion of people living in urban settings increasing from 36% in 1950 to 81% in the year 2000 [2, 3] . As a result of social and economic developments, Brazil's epidemiological profile has changed, especially in the most urbanized regions. In 2007, non-communicable diseases accounted for 72% of all deaths in the country, whereas 10% of deaths were attributed to infections diseases [4] . Neuropsychiatric diseases alone accounted for 34% of years lost due to disability (YLD) and 19 .6% of disability-adjusted life years (DALY) [5] .
Even though life conditions have improved over the last decades due to the economical growth and to governmental interventions, Brazil is still one of the most unequal countries in the world. Regarded as one of the ten largest economies [6] , the country is, nonetheless, 73 rd in the human development ranking [7] and its Gini-coefficient of inequality, which measures economical disparities, is the 10 th highest in the world [8] . Alongside changes in wealth and social disparities, levels of violence and other external causes have also increased substantially [9] . In Brazilian urban centers, homicide rates, which are usually taken as a proxy measure for general levels of violence, increased continuously through 2003, upon which they began to decline, mostly as a result of a new legislation that restricted access to firearms in the country [10] . Nonetheless, homicides were responsible for 36% of all deaths from external causes in 2007 [11] . Notwithstanding these figures, estimates on the prevalence of non-fatal violence are lacking.
Population-based surveys carried out in Brazil have shown that psychiatric disorders are highly prevalent in the country. A study conducted in three metropolitan areas in the late 1990s found the lifetime prevalence of any psychiatric disorder to vary from 20% to 50% [12] . Another study carried out in Sao Paulo in the early 2000s found that 46% of respondents had a lifetime mental disorder, and that nearly 27% had a one-year psychiatric disorder [13] . None of these studies explored the possible relationship between violence and mental health. A Brazilian population survey which has been published recently [14] also found significant levels of mental disorders among residents of a major metropolitan area in Brazil (30% one-year prevalence). This study explored the association of mental disorders with some crimerelated traumatic events that are thought to be common in Brazil, and concluded that such events correlated with an increased prevalence of all classes of disorders. Even though the authors suggest that these results may illustrate what happens in other metropolitan areas in terms of prevalence and patterns of mental health morbidity, they recognize that it may be difficult to generalize their findings to other areas in Brazil and elsewhere. Moreover, the study did not investigate the full spectrum of traumatic events commonly presented in Brazilian urban centers, such as witnessing shoot-outs or being a victim of stray bullets and traffic accidents, among others, which might increase the likelihood of developing mental disorders. Previous studies showed an association between traumatic events and mental health problems in low and middle-income countries for different populations [15, 16, 17, 18, 19] . Most of these studies were designed to assess specific traumatic events in specific populations, such as intimate partner violence among women, domestic violence among children, or traumatic events in conflict/post-conflict settings. The few studies that were carried out in the general population were designed to assess the prevalence and correlates of post-traumatic stress disorder, and did not examine the association of traumatic events with other common mental disorders [20] .
A comparison between Sao Paulo and Rio de Janeiro, which are the two largest urban centers in Brazil, shows that both cities have faced a rapid and disorganized urbanization process through the past decades, which led to a dramatic social and economic inequality. Despite their similarities, available data suggests that frequency and patterns of exposure to violence have differed substantially between the two cities: in 2007, for instance, homicide rates in Rio de Janeiro were almost three times as high as in Sao Paulo [21] . The comparison between these two cities can shed light on the relationship between traumatic events and psychiatric morbidity, and the role of mediating geographical and social factors, as it allows for the comparison of prevalence estimates in areas with different levels of exposure to traumatic events.
The aim of this survey was to study the relationship of exposure to violence and other traumatic events with the prevalence of psychiatric disorders in the two largest urban centers in Brazil: Sao Paulo and Rio de Janeiro. The two sites were chosen because of their differences in frequency and patterns of exposure to traumatic events, especially to violence, alongside with their similarities regarding urbanization processes and socio-economic inequality. Given the similarities and differences between the two cities, we hypothesized that even though exposure to traumatic events would be prevalent in the two sites, those living in Rio de Janeiro would report a much higher exposure to violent events. We also hypothesized that, due to the higher exposure to violence, prevalence of psychiatric disorders would be significantly higher in Rio de Janeiro than in Sao Paulo.
Methods

Ethical Statement
The Ethics Committee of the Federal University of Sao Paulo analyzed and approved the study's protocol, including informed consents, questionnaire, procedures for recruitment and interview of participants, as well as mechanisms for protecting participants' privacy, integrity and rights. Respondents were interviewed only after they signed informed consents. When the participants were 15 to 17 years old, their parents or legal substitutes also signed the informed consents in order to authorize them to be interviewed. Subjects who matched diagnostic criteria were offered a referral to outpatient clinics at the Federal University of Sao Paulo and Federal University of Rio de Janeiro.
Setting
Sao Paulo comprises 11 million inhabitants, being the largest city in Brazil. It is the most important industrial, commercial and financial center in the country. In 2007, its gross domestic product (GDP) was estimated to be around 180 billion US dollars, and the GDP per capita was nearly 16 thousand US dollars/year. With 6 million inhabitants, Rio de Janeiro is the second largest city in the country. Its economy is predominantly based on services and tourism. The GDP was estimated to be 70 billion US dollars in 2007, and the GDP per capita was around 13 thousand US dollars. The two cities present high levels of socio-economic inequality and violence. The average homicide rate in 2007 was 15.0/100,000 inhabitants in Sao Paulo and 40.1/100,000 in Rio de Janeiro [21] . In the same year, the average homicide rate in the country was 25.2/ 100,000 inhabitants [21] .
Design and Sampling Procedures
We carried out a one-phase cross-sectional survey with a representative sample of the population aged 15 to 75 years in Sao Paulo and Rio de Janeiro. In order to increase the likelihood of identifying victims of violence, the cities were stratified according to their homicide rates, as follows: firstly, the administrative areas in each city were ranked according to their homicide rates. In each city, an administrative area is a geographic unity that comprises a number of neighborhoods, which usually have similar characteristics, within a specific region. There are 96 administrative areas in Sao Paulo, and 33 in Rio de Janeiro. The administrative areas were then grouped into six strata (1 = less than 10 homicides/100,000 inhabitants; 2 = 10.01 to 20; 3 = 20.01 to 30; 4 = 30.01 to 40; 5 = 40.01 to 50; 5 = 50.01 to 60; and 6 = more than 60 homicides/100,000 inhabitants). In the second stage, all the census sectors within each stratum were mapped. A number of census sectors were randomly selected within each stratum. The number of census sectors varied from 4 to 18 according to the population size within each stratum. In the third stage, 43 households (Sao Paulo) or 30 households (Rio de Janeiro) were randomly selected within each census sector on the base of odd random numbers. In each selected household all dwellers aged 15 to 75 years were enumerated, and one of them was randomly selected based on the Kish's method [22] .
Sample Size
Precision calculations indicated that a sample size of around 850 interviews would allow estimation of lifetime prevalence of posttraumatic stress disorder of 10%, within a 95% confidence interval. Due to an expected refusal rate of 20%, and in order to increase the likelihood of identifying post-traumatic stress disorder cases, the three strata with the highest homicide rates were oversampled, resulting in 1500 interviews. In Sao Paulo, we expected to identify approximately 120 current cases to be referred to a case-control study [23] and to a clinical trial [24] on posttraumatic stress disorder (PTSD). As we expected a 5% one-year prevalence of PTSD, we decided to increase the sample size to 3,000 interviews to allow for the identification of the required PTSD cases.
Measures
Psychiatric disorders were assessed via the Composite International Diagnostic Interview version 2.1 (CIDI 2.1). The CIDI 2.1 is a standardized and fully structured interview that provides psychiatric diagnoses according to the International Classification of Diseases, 10 th edition (ICD-10), and the Diagnostic and Statistical Manual of the American Psychiatric Association, 4 th edition (DSM-IV) [25, 26] . In this article, it was decided to present only the DSM-IV diagnoses provided by the questionnaire.
A Portuguese version of the CIDI 2.1 has been previously validated and adapted to the Brazilian social and cultural context [27] . The following sections of the questionnaire were applied: alcohol abuse and dependence; depressive disorders; panic disorder; phobic disorders (social, specific and agoraphobia); generalized anxiety disorder, obsessive-compulsive disorder; and post-traumatic stress disorder.
Exposure to violence and other potentially traumatic events were assessed through a list of traumatic events adapted from the post-traumatic stress disorder section of the CIDI 2.1. Twenty new events were added to the 11 items of the original list so as to cover most of the traumatic events experienced by individuals in Brazilian urban centers. The episodes were then scored on the frequency, intensity, and the first and the last time of occurrence. Table 1 shows the original list of traumatic events from CIDI 2.1 and the 20 new events added in this study.
Procedures
Face-to-face interviews were carried out by a team of lay interviewers under the auspices of the Brazilian Institute of Public Opinion and Statistics (www.ibope.com.br), one of the largest Brazilian independent population research institutes. The interviewers were trained and supervised by the study investigators. In order to optimize response rates, interviewers made up to ten visits to the selected households.
Statistical Analysis
Data were weighted to account for oversampling of people living in the most violent strata and for differential probability of selection, in order to allow for the estimation of population-level prevalence estimates. Weighted prevalence estimates of traumatic events and psychiatric outcomes are presented. Standardized prevalence estimates of psychiatric disorders were also estimated in order to allow for comparisons between the two cities. The standardization was based on the current gender and age distribution of Sao Paulo's population (http://www.seade.sp.gov. br). To take account of the study design, the odds ratio and 95% confidence intervals were estimated using STATA's survey data analysis commands, which have been developed for analyzing complex sample surveys and weighted data.
Analyses of frequency were performed to describe the sample characteristics. Prevalence estimates of traumatic events and of psychiatric disorders was estimated based on the proportion of interviewees who endorsed those events and matched diagnostic criteria. Bivariate associations between prevalence estimates and sample characteristics (e.g. city, gender, etc.) were assessed through 262 contingency tables (cross tabulations) and Chi-Square Tests of Associations.
Multivariate logistic regression analyses were performed to assess correlation of psychiatric disorders with demographic characteristics and number of traumatic events reported by participants. For each psychiatric disorder we ran a separate multivariate logistic regression analysis. We chose the one-year prevalence estimates as dependent variables in order to establish, as much as possible, a temporal relation between the outcomes and correlates. The following demographic characteristics were entered in these models as independent variables: setting (Sao Paulo vs. Rio de Janeiro); gender (male vs. female); age, in four categories (15-29 years; 30-44; 45-59; 60-75); education, as continuous variable (number of years in school); marital status (single, married, divorced, widowed); employment status, meaning being currently employed (no vs. yes); and migration status (no vs. yes). Number of traumatic events was included in this multivariate logistic regression analysis as it was expected to vary between cities and gender.
We also assessed the association between different types of traumatic events and psychiatric diagnoses. In order to establish a temporal relationship between exposure and psychiatric disorders, and to avoid reverse causality, only traumatic events that happened more than one year prior to the survey were included in the analyses as independent variables, whereas one-year estimates of psychiatric disorders were chosen as dependent variables. We created three binary variables (no vs. yes) that grouped traumatic events into three major types of events: assaultive violence, which includes direct personal trauma that involves interpersonal violence; other injury or shocking events, which includes other types of direct personal traumatic experiences; and sudden death or life-threatening injury of a close person. The literature has described direct exposure to traumatic experiences, especially those involving interpersonal violence, as risk factors for mental disorders, and also has shown that sudden death/life-threatening injury of close persons is highly prevalent [14, 17, 28] .
We assessed the bivariate association between each type of traumatic events and each psychiatric disorder through 262 contingency tables (cross tabulations) and Chi-Square Tests of Associations. We also estimated the Odds Ratios of these associations through bivariate logistic regression analyses. After assessing the bivariate associations, we ran two multivariate logistic regression models for each type of traumatic events, as follow: Model 1 estimated the Odds Ratios of the association between types of traumatic events and psychiatric diagnoses, controlling for demographic characteristics (city, gender, age, marital status, education, employment status and migration history); Model 2 included the same demographic characteristics, plus the other two types of traumatic events, in order to adjust the Odds Ratios controlling for the types of traumatic events. Only the associations between types of traumatic events and psychiatric diagnoses that were statistically significant according to the bivariate analyses were included in the multivariate logistic regression models.
For one-year post-traumatic stress disorder we ran the bivariate and multivariate logistic regression analyses only in the subsample of respondents who reported at least one lifetime traumatic event, as exposure to traumatic events is mandatory to generate this diagnosis. For all statistical tests through this article we adopted a 5% significance level (p,0.05).
Results
Sample Characteristics
The final sample comprised 3744 interviews (2536 in Sao Paulo and 1208 in Rio de Janeiro), corresponding to response rates of 84.5% and 80.5%, respectively. The sample included more women than men in both cities (Table 2) . Participants were slightly younger in Sao Paulo (mean = 39.5 years; SD = 15.1) as compared to Rio de Janeiro (mean = 42.4 years; SD = 16.1) (p,0.001). Most interviewees in both cities were married or cohabiting. Overall, education level was lower in Sao Paulo (mean = 8.3 years of education; SD = 4.2) than in Rio de Janeiro (mean = 9.8 years; SD = 4.4). Most of the participants were employed, and the proportion of migrants was much higher in Sao Paulo as compared to Rio de Janeiro (50% vs. 32%, p,0.001).
Exposure to Violence and Other Traumatic Events
Lifetime exposure to any traumatic events was similar in the two cities (Table 3) . Nonetheless, lifetime exposure to assaultive violence was higher in Rio de Janeiro (63.6%) than Sao Paulo (59.4%). In the assaultive violence category, physical assault with a weapon, kidnap, being victim of conflict between gangs/drug dealers, and sexual violence were more prevalent in Rio de Janeiro, whereas fast kidnap, where the person is held for a few hours to withdraw money from cash machines, was more prevalent in Sao Paulo. As compared to those living in Sao Paulo, 
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In the fast kidnap, the person is held captive for several hours and taken to withdraw cash from ATMs. In this event, criminals call someone and pretend they kidnaped and will kill one of his/her relatives if he/she does not transfer them a certain amount of cash.
¥
In 2006, criminal organizations in Sao Paulo and Rio de Janeiro perpetrated a series of random attacks, burning buses and buildings, as well as murdering policemen and other low-enforcement personal. The population was affected directly (by being present in the situation) and/or indirectly (by feeling upset due to the terror that spread throughout the cities during the nearly one-month period the attacks happened. doi:10.1371/journal.pone.0063545.t001
respondents from Rio de Janeiro reported more natural and human-made disasters, witnessing a shoot-out or being a victim of stray bullet, seeing or touching a corpse, and witnessing atrocities, slaughter or massacres. On the other hand, respondents from Sao Paulo experienced more housebreaking when they were not at home.
Most participants in this sample reported experiencing two or three types of traumatic events in their lifespan. Among those exposed, only a quarter reported just one type of event (26% in Sao Paulo and 20% in Rio de Janeiro). One-third of participants (32% in Sao Paulo and 40% in Rio de Janeiro) experienced the three classes of traumatic events. The Venn diagram in Figure 1 presents the patterns of exposure according to types of traumatic events.
One-year prevalence estimates of any traumatic events were higher in Rio de Janeiro (35.1%) than Sao Paulo (21.7%). Oneyear prevalence estimates of exposure to assaultive violence was similar in the two cities, with the exception of being attacked without a weapon, which was more prevalent in Rio de Janeiro. One-year exposure to other injury or shocking events was nearly two-fold higher in Rio de Janeiro than in Sao Paulo (23.7% vs. 12.8%) -this difference was due to the proportion of participants who witnessed a shoot-out or were a victim of a stray bullet, which were nearly six times higher in Rio de Janeiro. Participants from Rio de Janeiro also reported witnessing more atrocities, slaughter or massacres, as well as witnessing attacks perpetrated by crime organizations.
The number of events reported by participants exposed to traumatic experiences varied from 1 to 19 (lifetime) and from 1 to 12 (one-year). Almost a half of respondents reporting exposure to traumatic events experienced four or more events in their lifespan. The proportion of those who reported four or more events was higher in Rio de Janeiro than São Paulo (54.9% vs. 47.2%, p,0.001). The mean number of events in the lifespan was higher in Rio de Janeiro (mean = 4.4; 95% CI: 4.2-4.5) than in Sao Paulo (mean = 3.9; 95% CI: 3.8-4.0). The mean number of events in the year prior to the interview was similar in the two cities (Sao Paulo = 1.5; 95% CI: 1.4-1.6; Rio de Janeiro = 1.6; 95% CI: 1.5-1.7).
Prevalence estimate of assaultive violence in the lifetime was higher among men than women (64.3% vs. 58%; p = 0.002); oneyear prevalence estimates were similar in both genders (9.2% vs. 10.7%; p = 0.229). Men were more exposed to other injury or shocking events than women both in their lifetime (81.4% vs. 71.3%; p,0.001) and in the year prior to the interview (22.5% vs. 13.7%; p,0.001). Lifetime prevalence estimate of sudden death/ life-threatening illness/injury of a close person was higher among females than males (50.5% vs. 44.3%; p = 0.002). One-year prevalence estimates were similar in both genders (5.5% vs. 5.3%; p = 0.808). Lifetime exposure to any traumatic event was higher among males than females in Sao Paulo (89.5% vs. 84.1%, p,0.001). The difference was not significant in Rio de Janeiro (91.4% vs. 87.8%, p = 0.058). One-year exposure was higher among men than women in Rio de Janeiro (42.3% vs. 31.6%, p,0.001), but not in Sao Paulo (24.4% vs. 21.4%, p = 0.145).
Additional information on the distribution of traumatic events across the main demographic characteristics of the sample is provided as Table S1 .
Prevalence Estimates of Psychiatric Disorders
Lifetime prevalence estimates of any psychiatric disorders were 44.0% in Sao Paulo and 42.1% in Rio de Janeiro (Table 4) . Oneyear prevalence estimates of any psychiatric disorders were 32.5% in Sao Paulo and 31.2% in Rio de Janeiro. None of the prevalent estimates were statistically different between the two sites, with the exception of panic disorder (one-year), which was higher in Rio de Janeiro (1% vs. 0.1%, p,0.001). Lifetime prevalence estimates of any anxiety disorders were much higher among females than males in Sao Paulo (39.1% vs. 18.9%; p,0.001) and also in Rio de Janeiro (27.7% vs. 18%; p,0.001). One-year estimates of any anxiety disorders were also much higher for females than males (28.5% vs. 10.1% in Sao Paulo, and 23.3% vs. 11% in Rio de Janeiro). Lifetime prevalence estimate of major depressive disorder was nearly twice as high for females than males (Sao Paulo: 24.2% vs. 11.6%; p,0.001. Rio de Janeiro: 22.5% vs. 10.8%; p,0.001). One-year prevalence estimates of major depressive disorder were also much higher among females in Sao Paulo (11.7% vs. 3.4%; p,0.001) and Rio de Janeiro (8.8% vs. 2.4%; p,0.001). Lifetime prevalence estimates of alcohol dependence were higher for males than females in Sao Paulo (13.6% vs. 4.2%) and in Rio de Janeiro (14.9% vs. 5.2%). Lifetime prevalence estimates of post-traumatic stress disorder among females were 14.7% in Sao Paulo and 11.1% in Rio de Janeiro. One-year prevalence estimates of posttraumatic stress disorder in females were 7.8% in Sao Paulo and 4.7% in Rio de Janeiro. Additional information on the distribution of psychiatric diagnoses across the main demographic characteristics of the sample is provided as Tables S2 (lifetime) and S3 (one-year). Table 5 shows the association between demographic characteristics and one-year psychiatric disorders, controlling for number This logistic regression analysis also shows that there is a positive association between number of traumatic events reported by respondents and the prevalence estimates of all diagnoses, meaning that the higher the number of traumatic events experienced, the higher the likelihood of having alcohol hazardous use (OR = 1. Table 6 shows the bivariate association of each type of traumatic events with psychiatric disorders. Assaultive violence and other injury or shocking events correlated with all psychiatric diagnoses, expect for panic disorder, whereas sudden death or lifethreatening injury of a close person correlated with specific phobia Table 7 shows the multivariate logistic regression models of the association between types of traumatic events and psychiatric diagnoses. When, controlled for demographic characteristics (Model 1), the bivariate associations found between assaultive violence and psychiatric disorders, and between other injuries or shocking events and psychiatric disorders remained statistically significant. The associations of sudden death or injury of a close person with major depressive disorder (p = 0.054) and with dysthymia (p = 0.056) turned into marginally significant.
Socio-demographic Correlates of Psychiatric Disorders
3. Exposure to Traumatic Events in Sao Paulo (SP) and Rio de Janeiro (RJ), 2007-2008*.
Association between Traumatic Events and Psychiatric Disorders
When the three types of traumatic events were included in the same logistic regression model 
Discussion
Exposure to traumatic events in the two surveyed cities is highly prevalent: nearly 90% of people living in Sao Paulo and Rio de Janeiro faced at least one lifetime traumatic experience. Moreover, one-third of the population in Rio de Janeiro and one-fifth in Sao Paulo were exposed to at least one traumatic event in the year prior to the interview. If we take into consideration only those events regarded as direct exposure to violence (assaultive violence), 59.4% of residents in Sao Paulo and 63.4% in Rio de Janeiro reported a lifetime exposure. The one-year prevalence estimates of such events were 9.5% in Sao Paulo and 11.4% in Rio de Janeiro. Although the overall lifetime prevalence estimates of traumatic events were similar in both cities, the occurrence of multiple episodes was more frequent in Rio de Janeiro. Compared to other Latin American countries whose levels of development are similar to Brazil's, exposure to traumatic events was higher in the current study than in Mexico [17, 18, 29] and Chile [19, 30] . These differences may be due to the fact that the current study used a much more comprehensive list of traumatic events. When it was possible to compare events that were assessed in Brazil, Mexico and Chile, Brazilians had slightly higher rates of exposure to community violence, i.e. violence occurring outside the family environment, whereas violence usually perpetrated by close persons, such as parental, intimate-partner and sexual violence was more prevalent in Mexico and Chile.
Our results also show that psychiatric disorders are common in Sao Paulo and Rio de Janeiro. More than 40% of participants had at least one lifetime psychiatric disorder, and nearly a third of them had at least a one-year diagnosis. Our one-year prevalence estimate was slightly higher than the 29.6% reported by Andrade et al (2012) in a study carried out in Sao Paulo Metropolitan Area [14] . It is noteworthy that, except for post-traumatic stress disorder, one-year prevalence estimates of all diagnostic categories in our Sao Paulo sample were similar to those found in Sao Paulo Metropolitan Area. Prevalence estimates of alcohol related disorders and phobic-anxiety disorders in Rio de Janeiro were also similar to those reported by Andrade et al, whereas major depressive disorder was less prevalent in Rio de Janeiro (9.4% vs. 6%). One-year prevalence estimates of post-traumatic stress disorder were significantly higher in our study (5% in Sao Paulo and 3.3% in Rio de Janeiro) than in the Sao Paulo Metropolitan Area (1.6%). These differences may be due to methodological issues, as Andrade and colleagues assessed post-traumatic stress symptoms only among those who screened positive for any other disorders and a random sample of those who screened negative [14] , whereas we applied the post-traumatic stress disorder section to all respondents. Moreover, by using a more comprehensive list of traumatic events, our study may have assessed symptoms for a higher proportion of participants who endorsed at least one traumatic event.
Prevalence estimates of psychiatric disorders in our study were also higher in Sao Paulo and Rio de Janeiro than in Mexico and Chile, where the prevalence estimates of alcohol abuse/dependence, anxiety disorders and major depressive disorder were found to be 11%, 14% and 7.2% (Mexico) [29] and 10%, 16.2% and 9.2% (Chile) [30] . When compared to high-income countries [31, 32] , our study found lifetime prevalence estimates of alcohol abuse/dependence (13.9% in Sao Paulo; 15.6% in Rio de Janeiro) to be lower than in the USA (18.6%) and almost three times as high as in Europe (5.2%). Prevalence estimates of anxiety disorders in our study, including post-traumatic stress disorder (30.8% in Sao Paulo; 27.1% in Rio de Janeiro) were similar to the USA's estimates (28.8%), and more than twice as high as Europe's figures (13.6%). Major depressive disorder was more prevalent in Sao Paulo (19.9%) and Rio de Janeiro (17.4%) than in the USA (16.6%) and Europe (13.6%).
Demographic Correlates of Psychiatric Disorders
As it has been consistently reported in other epidemiological studies [14, 33, 34, 35] , our results show that women were more likely to have phobic-anxiety disorders, obsessive compulsive disorder, major depressive disorder and post-traumatic stress disorder, and men were more likely to have alcohol related disorders, which confirms that internalizing disorders are more frequent among women, whereas externalizing disorders are more common among men [36] . We also found that older age was associated with a lower likelihood of alcohol-related disorders, phobic disorders, obsessive compulsive disorder and major depressive disorder, and that lower education correlated with higher prevalence estimates of alcohol-related disorders, specific phobia, agoraphobia and post-traumatic stress disorder. Other studies have also shown that prevalence estimates of most psychiatric disorders tend to decrease as age and education increase [14, 34] . Being divorced correlated with specific phobia and being unemployed correlated with agoraphobia and posttraumatic stress disorder. Participants living in Rio de Janeiro had a higher likelihood of panic disorder, whereas living in Sao Paulo correlated with alcohol dependence, generalized anxiety disorder and major depressive disorder and post-traumatic stress disorder. These results may suggest that characteristics of the two cities may be mediating the relationship between traumatic events and mental disorders. One hypothesis is that higher exposure to violence in Rio de Janeiro may increase fear, whereas the city's characteristics provides its inhabitants with a healthier life-style, which may improve quality of living and reduce levels of distress [37] . It has been proposed that panic disorder correlates with an underlying fear-factor, whereas generalized anxiety disorder, major depression and posttraumatic stress disorder share an underlying distress factor [38, 39] .Further studies exploring the role of differences in standards of living and environmental characteristics of large urban centers would allow for the identification of modifiable risk and/or protective factors, leading to the implementation of largescale preventive interventions, such as the promotion of a healthier life-style and changes in the cities' infrastructure which might provide their inhabitants with a better quality of life.
Association of Traumatic Events and Psychiatric Disorders
Results from our logistic regression models show that assaultive violence and other injury or shocking events correlated with all psychiatric disorders, expect for panic disorder, and that sudden death/life-threatening injury of a close person correlated with five out of the eleven diagnoses. When the analysis took into consideration the overlap between types of events by including the three classes of traumatic events in the same model, assaultive violence remained correlated with eight psychiatric disorders, other injury or shocking events with seven, and sudden death/lifethreatening injury of a close person with three.
Results from the logistic regression models show that, as far as different types of traumatic experiences are concerned, assaultive violence may increase the vulnerability of developing alcoholrelated disorders, phobic and anxiety disorders, including posttraumatic stress disorder, and major depressive disorder. Other injury or shocking events may increase the likelihood of developing phobic and anxiety disorder and major depressive disorder. Sudden-death/life-threatening injury or illness of a close person increased the likelihood of developing specific and social phobia, as well as post-traumatic stress disorder. These results suggest that interpersonal violence may affect mental health status more than other types of events, as it has been previously reported in other low and middle-income countries [18, 19, 40] .
Our results also show a dose-response relationship between number of traumatic events and all eleven psychiatric disorders. This relationship confirms previous evidence that traumatic experiences may have a cumulative negative effect on mental health [15, 17, 20, 41, 42] , giving support to the sensitization theory, according to which previously exposed people would show a greater responsiveness to subsequent stressors [43] . There are longitudinal data rendering support to this hypothesis such as a study conducted with adolescents exposed to multiple traumatic events showing that they were more likely to develop posttraumatic stress disorder or depression than those exposed to a single event [42] . Another longitudinal study found that a subsequent trauma increased the risk of post-traumatic stress disorder but only for those who had already developed posttraumatic stress disorder from a previous exposure [44] . It is also not possible to exclude a recall bias role since people with previous psychiatric disorders tend to evoke distressful experiences more frequently than healthy individuals for a comparable event [45] . Moreover, personal vulnerabilities, such as neuroticism and a past history of treatment, may be a stronger predictor than severity of trauma to develop an individual psychiatric response [46] .
Limitations
Due to the cross-sectional design of the current study, reverse causality may not be discarded when considering the association between traumatic events and mental disorders. Another limitation of this study is that the outcomes were based on the CIDI 2.1, which is a lay-administered questionnaire [35, 47] . Even though the questionnaire has proven to have satisfactory sensitivity and validity both in Brazil and abroad [27, 31] , it can lead to a certain degree of misclassification due to both its nature and methodological shortcomings, such as recall bias. Additionally, this study was carried out in the two largest urban centers in Brazil. Due to the country's heterogeneity, the results presented here may not apply to small and medium cities, which may have different patterns of social distribution and living conditions. This fact may partially explain the higher rates of psychiatric disorders found in this study as compared to surveys that included nationally representative samples, since it has been shown that people living in urban centers are at a higher risk of developing mental disorders as compared to those living in rural areas [32] . On the other hand, many metropolitan areas in Brazil and other LMIC share similar features, such as rapid urbanization, social inequality and ongoing epidemic levels of violence.
Conclusion
Our findings show that psychiatric disorders and traumatic events, especially violence, are extremely common in Sao Paulo and Rio de Janeiro, supporting the idea that neuropsychiatric disorders and external causes have become a major public health priority, as they are amongst the leading causes of burden of disease in low and middle-income countries. [1, 4, 5] .
By highlighting the differences between the two cities regarding their patterns of violence and psychiatric morbidity, our study suggests that the identification of environmental factors that may buffer the negative impacts of violence and other urban stressors might guide the implementation of interventions meant to improve quality of life in LMIC urban centers and, as a result, of the health profile of the populations living in large cities. 
Supporting Information
